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N OO0 Initial Comments N 000 |
: An annual licensure survey was completedat | times per mon.th forotwo
. Celina Health and Rehabilitiation Center on July ; months or until 100%
8-10, 2013. No deficiencies were cited under compliance is achieved. All

- Chapter 1200-8-6, Standards for Nursing Homes. results will be reported

monthly by the Director of
Nursing to the Quality
Assurance Performance
Improvement committee
comprised of the Medical
Director, Administrator,
Director of Nursing, Staffing
Coordinator, Minimum Data
Set Coordinator, Social
Services, Activities Director,
Dietary Manager, and
Housekeeping Supervisor.
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